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measures four overall safety outcomes and ten dimensions of 
safety climate on a five-point scale, and a new developed 
factorial survey which measured the intentions for safety 
behaviour. Surveys were distributed three times in a three 
year period. In addition, the HSOPSC and the data from the 
IRS were used to evaluate the sustainability of results in 
2015. Averages, chi-square, logistical and multi-level 
regression were used for analysis. 
 
Results: Although the workshops detected no changes in 
safety culture between 2011 and 2013, the HSOPSC showed 
improvements on six out of twelve safety culture dimensions. 
In 2012, staffing, teamwork across units and handoffs & 
transitions presented more positive scores than in 2010 
(Table 1). Improvements sustained and in 2013 the 
dimensions feedback & communication about error, 
experienced management support for safety and the overall 
perception of patient safety improved. All improvements had 
sustained until 2015 and teamwork across units improved 
further. Based on the results from the factorial survey on 
intentions for safety behavior, the intention to report 
incidents not reaching patient-level (near misses) decreased 
from 2010 to 2013 in accordance with the decreasing number 
of reports in the IRS. However, the intention towards taking 
action to prevent future incidents (structural improvement), 
strongly improved in 2013 (β: 1.19 with p: 0.01), especially 
for the near misses. From 2004 to 2009, the number of 
reported incidents increased from 510 to 1835 reports on 
yearly basis (Figure 1). However, the number of reported 
incidents that reached patient-level (misses) decreased with 
27% from 2004 (N=122) to 2009 (N=89). From 2009 the 
number of reported near misses decreased with 50% from 
1746 to 870 in 2013. However, the number of reported misses 
decreased with about 40% (89 in 2009 to 48 in 2013/ 55 in 
2014).The interviewed employees experienced a sustained 
safety awareness, improved quality of reports and a strong 
increase in creating structural improvements. Due to 
improvements in equipment and increased problem solving, 
the actual number of incidents could have decreased. 
 
 
 
 
Conclusion: Due to increased problem solving and 
improvements in equipment, the number of incidents 
decreased until 2013. Although the intention to report 
incidents not reaching patient-level decreased, employees 
experienced sustained safety awareness and an increased 
intention to structurally improve. The patient safety culture 
improved in 2013 due to the lean activities combined with an 
organizational restructure, and actual patient safety 
outcomes might have improved as well. Results from 2015 
proved the sustainability of the realized improvements. We 
conclude that lean management can help to improve the 
patient safety culture, but it’s success depends greatly on 
how lean is implemented. In addition to the cultural aspects, 
structural elements and clinical process improvements should 
be addressed to create sustainable quality/safety 
improvements. Measurement of effect is an important 
foundation for continuous improvement. As patient safety 
culture is a complex phenomena, quantitative and qualitative 
measures should be combined to increase understanding in 
the actual effects. A sufficient level of detail in measures 
should be reported to not loose the opportunities for 
improvement. 
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Purpose: There are around 38.000 new cancer cases in 
Austria per year. To generate an optimal patient-centered 
cancer care are clear formal structures in Austria how to plan 
the resources in health care. Based on a constitutional law 
exist a regulation between the national government, the 
district governments and the social insurances as third party 
based on which also the resources for radiotherapy are 
planned. The major method to calculate resources for 
radiotherapy is to refer treatment units to the population 
number, which has been formulated according to national 
guidelines for Austria. This method can also take into account 
demographics trends. This investigation addresses the 
additional impact of cancer incidence and prevalence 
estimates on such calculation models for population based 
number of treatment units (LIN).  
 
Methods and materials: According to laws and national / 
regional guidelines (aim: 1 LIN for 100.000-140.000 
inhabitants (Austrian Structure plan for Healthcare ( ÖSG )) 
the recommended number of treatments units in 
radiotherapy were calculated for Austria and the city of 
Vienna for 2015 (population of 8.6 mill/1.8 mill) and for 2020 
and 2030 taking into account expected demographic 
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development. Around 60% of the 38.000 new cancer patient 
will have a treatment in a radiotherapy department. Based 
on the figures of the Austrian Cancer registrations the cancer 
prevalence will increase dramatically in the near future 
based on the demographic trend, general increased 
expectation of life in combination with the expectations of 
higher survival rate of cancer patients. In addition, prognosis 
for cancer prevalence and cancer incidence were used to 
calculate the needed number of LIN for the year 2015, 2020 
and 2030 for Austria and Vienna.  
 
Results: There is a need for minimum 61 LIN and maximum 
86 LIN and present which implies a discrepancy of 18 LIN for 
the whole country (actual 43 LIN) for 2015. Based on the 
prognosis for cancer incidence a discrepancy of 14 LIN for 
Austria (aim 57 LIN) exists for 2015. The cancer prevalence 
prognosis shows a need for 68 LIN, which is a discrepancy of 
25 LIN for the year 2015. For the city of Vienna, the actual 
situation (12 LIN) seems appropriate, as the discrepancy for 
2015 is only 1 LIN. There is one important extra factor for 
Vienna: about 20% of all treated cancer patient come from 
Austrian neighbour districts, therefore there is a growing 
waiting list in Vienna. The entire prognosis until 2030 are 
general worse, because the results shows 2.01 mill 
inhabitants and around 8900 new cancer cases gives a need 
of 16 LIN for Vienna.  
 
Conclusion: There is a minimum discrepancy of 18 LIN for the 
whole country for 2015. One important factor for precise 
planning the resources in radiotherapy is the cancer 
prevalence. Based on the prognosis model with the cancer 
prevalence is an actual need of 25 LIN for whole Austria and 
one more in Vienna. To fulfil the constitutional law 
obligations, the government should immediately start to 
close the gap of minimum 18 LIN for the whole country. 
Austria will have in 15 years a shortage of 40 LIN (aim 73 LIN) 
and this will have a negative impact on waiting time and 
outcomes of the treatments. Never less in these calculations 
is not the included the different complexity of treatments in 
radiotherapy which need different recourses of time, staffing 
and equipment. A further project should implement these 
factors to get a much more tailored planning for the formal 
recommended radiotherapy resources in Austria. . 
 
Symposium: Combining radiotherapy with molecular 
targeted agents: learning from successes and failures  
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Despite the well established role of radiation in the 
treatment of solid tumor malignancies, and the rapidly 
expanding cadre of promising molecular targeting agents in 
oncology, the systematic investigation of radiation combined 
with molecular agents remains in an early dawn period. The 
increased precision of modern day radiation delivery to 
tumor targets with diminished dose exposure to normal 
tissues lends itself very favorably to combination with 
systemic therapies, particularly those tailored to specific 
molecular tumor targets. The complementary strengths of 
highly conformal radiation with molecular targeting agents 
affords a powerful opportunity to advance precision cancer 
medicine to a new level of impact for the future.  
In this presentation, we will review the rationale for 
combining radiation with molecular targeting agents and 
consider opportunities for systematic study in both the 
preclinical and clinical trials setting. Several major clinical 
trials that examine this combination will be presented and 
discussed to highlight current findings and future 
opportunities. Strategies to expand the investigation of 
radiation/molecular target combination studies will be 
previewed. In both the curative and palliative oncology 
setting, it is possible that some of the most compelling 
opportunities for improvement in cancer patient outcomes 
for the future may derive from combinations of radiation 
with molecular targeting agents.  
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Both preclinical studies and case reports have described 
synergistic interactions between local radiation (RT) and 
different types of cancer immunotherapy, demonstrating the 
potential for the combination to enhance locoregional 
efficacy and, by inducing an effective immune response 
reflect in systemic control. The latter effect, defined as 
“abscopal” is particularly relevant, since it has re-positioned 
classical radiotherapy into a treatment modality with 
systemic effects (1, 2). Our group described a role for RT in 
enhancing T cell activation and proliferation via antigen 
cross-presentation in the draining lymph node when 
combined with a diverse array of immune strategy, including 
enhancers of the priming phase (Flt-3L, GM-CSF, TLR 
agonists) or the effector phase (blocking CTLA4, PD-1, or 
TGF-beta) (3-8). Specifically, when combined with anti-CTLA-
4 we demonstrated mechanisms underlying the abscopal 
effect, including enhanced T cell homing through release of 
CXCL16 and enhancement of the immunological synapse by 
release of RAE, the ligand for NKG2D receptor (7,8). We 
further demonstrated the clonal diversity of T cell immune 
responses induced by RT alone and RT combined with 
ipilimumab in patients with metastatic non small cell lung 
cancer refractory to other treatments, and are currently 
working at detecting the specific antigens responsible for the 
immune response to the combination (unpublished data).  
However, many challenges remain to best optimize radiation 
in the context of cancer immunotherapy, both in terms of the 
choice of dose and fractionation when radiation is combined 
with immunotherapy as well as how to best block the 
immunosuppressive effects that accompany the immunogenic 
properties of radiation.  
While we have demonstrated that when combined with anti 
CTLA-4 radiation best work when hypo-fractionated, it 
remains unclear whether ablative doses are necessary to 
sustain this effect (9). Similarly, when radiotherapy is 
combined with both CTLA-4 and PD- blockade the optimal 
scheduling remain unknown. Because of the immune-privilege 
status of established tumors, it is likely for multiple 
strategies to be necessary to subvert this condition (10). 
Ideally a rseries of well orchestrated interventions should 
result in release of neo-antigens, increased permeability of 
the tumor to enhance access to antigen presenting cells and 
increased cross presentation (potentially with the addition of 
TLR agonists). The ensuing effector phase requires the 
availability of a sufficient number of T lymphocytes, a 
variable that can be assessed by measuring in the peripheral 
blood the ratio between neutrophils and lymphocytes (11). 
Blockade of immune checkpoints is also required to develop 
and sustain a robust effector response. The concurrent 
interplay of macrophages is crucial for each of the steps 
described (12). While preclinical evidence for the therapeutic 
advantage of reverting macrophage polarization from M2 to 
M1 is emerging, how to optimally combine radiotherapy 
remains elusive. Experiments of low dose radiation inducing 
M1 polarization and recovering response to immune 
checkpoint blockade are being translated to the clinic (13). 
Strategies to overcome the immunosuppressive effects of RT 
have also evolved from preclinical to clinical setting. For 
instance to overcome RT-induced activation of TGFbeta, the 
need for additional PD-1 blockade has emerged, and it 
warrants clinical testing (6). A general barrier to advance the 
field consists of the complexity of testing multiple 
immunotherapy agents, often provided by different 
pharmaceutical companies. While radiation is a standard 
modality, with well-established, organ-specific acute and 
longterm toxicities, its use in combination with each 
immunotherapy agent obeys standard clinical trials safety 
and feasibility rules, and the pace of clinical testing. To this 
